Dear Sir

A 20 year old female weighing 50kg diagnosed as paranoid schizophrenia with inability to control bladder/ bowel for last 15 days and suicidal attempt was scheduled for emergency modified ECT (MECT). Routine clinical examination revealed no neurological abnormality suggestive of spinal fracture. During preanesthetic checkup, routine physical examination did not reveal any abnormality and routine investigations were within normal limits except X Ray chest which was suggestive of pulmonary Koch\'s. Sputum was negative for acid fast bacilli. Standard anaesthetic technique was applied during MECT. After giving Inj. Glycopyrrolate 0.2 mg, induction was done with 100mg thiopentone and 35mg succinylcholine and vitals (Pulse rate, B.P., SPO~2~, ECG, Seizure monitoring) were monitored. Patient showed improvement in psychiatric illness after third MECT. Later on she complained leg pain and inability to pass urine along with increasing difficulty in walking. Neurological examination at that time revealed spinal deformity at dorso-lumbar region along with exaggerated lower limb reflexes and extensor planters. MRI revealed L1 vertebral body fracture with anterior compression of cord along with intensity changes in the cord. She got relief after decompression and fixation of the pedicle.

Reported complications of MECT are mainly cardiovascular. Although fracture of vertebrae following MECT is rare, it may occur in a compromised patient during direct ECT. Though x ray of spine was indicated prior to ECT especially in elderly because of degenerative changes in spine[@ref1] , as our patient or her attendants did not give any significant history except urinary incontinence, the possibility of any fracture or compression of vertebrae was missed during PAC. It was only diagnosed when features of spinal cord compression became obvious after third ECT. Considering the history of fall from 20 feet height and pain at back after 3rd MECT, it was assumed that patient already had a compression/ fracture in the vertebrae, which was missed at the time of PAC for MECT. Patients with schizophrenia are reported to have diminished pain sensitivity[@ref2] and probably it was the reason that patient was not aware of pain in back. It has been reported that chronic schizophrenic patients have an increased threshold of C-fiber function.[@ref3] A dysregulation of N-methyl-d-aspartate (NMDA) receptor transmission in schizophrenic patients may account for pain insensitivity.[@ref4] Pain insensitivity in schizophrenic patients may also be a result of antipsychotics, as most antipsychotics have analgesic effects.[@ref5] Pain insensitivity may have life threatening consequences because pain insensitivity can delay the diagnosis and treatment of illness.

![MRI film showing the fractured L1 vertebra with indentation of spinal cord](JOACP-26-572-g001){#F1}
